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No, doctor, they're not all alike... 


Combined Vaccines differ, too. 


Only Cutter Dip-Pert-Tet Alhydrox® 

gives you all these advantages: 
> Alhydrox adsorption. Alhydrox (aluminum hydroxide ad- 
sorbed) is a Cutter exclusive that prolongs the antigenic 
stimulus by releasing the antigens slowly in the tissues to 
build more durable immunity. 
> Maximum immunity against diphtheria, pertussis and 
tetanus with uniformly superior antitoxin levels. 
> Fewer local and systemic reactions in infants because of 
improved purification and Alhydrox adsorption. 
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> High pertussis count — 45 billion Phase 1 H. pertussis 
organisms per immunization course. 


> Standard Dosage — 0.5 cc. per injection, only three in- 
jections. 
Supplied in 1.5 cc. vials and 7.5 cc. vials. Also available: 


famous purified Dip-Pert-Tet Plain —a product of choice 
for immunizing older children and adults. 


Try it, compare it! You'll see why 
there is only one Dip-Pert-Tet 
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De Kebus Medicis Ct Politics 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 





WANT A TAX 


I know of very few physicians who are 
ible to retire when that time comes even 
hough they would like to do so. I know of 
iothing which is more paramount in the 
ninds of professional men in regard to their 
‘uture than an opportunity to retire and 
‘elax in their old age. This is a natural desire 
‘or security and independence in advanced 
ie, and in the event of disability. This hu- 
nan desire has been exploited greatly through 
the various social security laws now on the 
statutes. This phase of our national picture 
will not be discussed in this article. Rather, 
at this time, discussion will be confined to 
pension plan discrepencies in these United 
States. To put it briefly, the professional 
men and women are getting the short end 
of the stick. 


Under the laws of the land every em- 
ployee from the house-maid to the superin- 
tendent of the plant, to the salaried president 
of a business, builds up disability, unemploy- 
ment, and old age and survivor’s pensions 
through direct payroll taxation, part of which 
is paid by the employer — who is often a 
professional man. Also under the law (Sec- 
tion 165 of the Internal Revenue Code), 
employers and corporations are allowed to 
deduct from taxes any contribution made by 
them to certain “qualified” pension plans for 
their employees — in private insurance com- 
panies. These private pension plans are 
entirely separate from the social security set- 
up. Some 8,000,000 employees are involved 
in these plans and their employers are enjoy- 
ing tax deduction on their contribution to 
their employees future security. Further- 
more, the funds contributed by the employer 
are not taxable as income to the employees. 
In addition, this special privilege contributes 
to good employees relations — thus it is valu- 
able beyond its monetary advantages to the 
employer. 


11,000,000 SELF-EMPLOYED 


_ Not so with the self-employed or profes- 
sional American citizen. If this person wishes 
to purchase a pension policy, he must do so 
with money on which he has already paid all 
present taxes — that is, from his net income 
after taxes. In addition, he will pay an in- 


DEDUCTION? 


come tax on his net gain over his investment 
if, as, and when he draws disability or pen- 
sion on his own privately provided protection 
when such payments begin. 

There are some 11,000,000 self-employed 
and professional men in this country suffer- 
ing from this tax discrimination. Thus, the 
“small business men” of this country are get- 
ting a raw deal tax-wise and pension-wise. 
These little business men provide employment 
for many million Americans. Included in 
this group are not only the professions — 
doctors, dentists, lawyers, engineers, archi- 
tects, accountants, etc. but also farmers, the 
owners of the corner drug store or grocery 
store, and many other businessmen who risk 
their money to make the American dream 
work. Doesn’t it seem logical and fair that 
they should receive the same tax break that 
their employees can receive under a private 
pension plan? Is there a way out of this in- 
equitable situation? There is. 


REED-KEOGH BILL 


In the last Congress the Reed-Keogh bill 
was introduced and received a brief public 
hearing. This bill provided for tax-postpone- 
ment for self-employed persons to create 
retirement annuities. Similar bills have been 
re-introduced in the present Congress by 
Jenkins (R. Ohio), known as HR 10 and 
Keogh (D. New York), known as HR 11. 
These bills allow self-employed persons to 
deduct up to 10 per cent of their annual 
earned net income or $7500.00 (whichever 
is the lesser, and not to exceed $150,000.00 
in a life time), to be paid for a restricted 
retirement fund or on an annuity contract. 
Further details are not necessary here. Pri- 
vate insurance carriers are prepared to insure 
such contracts. 


BACKED BY A. M. A. 


Naturally these bills are being backed by 
such national organizations as the A. M. A., 
American Bar Association, American Dental 
Association, American Farm Bureau Asso- 
ciation, etc. If each of the following paid out 
a full 10 per cent of their annual net income 
toward this plan, the amount deductible from 

(Continued on Page 86) 
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APHORISMS 
TRUTHS AND CONCEPTS 
CONCERNING THE GASTRO- INTESTINAL TRACT 


By Andrew M. Babey, M. D., Las Cruces, New Mexico 
(Continued) 


(32) 


“Next to cancer, lardaceous (amyloid) 
disease causes the largest livers with which 
we meet.”—H. FRENCH, Differential Diag- 
nosis, Wm. Wood & Co., N. Y. 1936. 


(33) 


“It is certain that implication of the lung 
is more frequent in amoebic abscess than 
in abscess due to other causes, whether of 
dysenteric origin or not, and this is at- 
tributable to the frequent situation of such 
abscesses at the extreme upper part of the 
right lobe of the liver.”—-C. ALLBUTT AND H. 
ROLLESTON, A System of Medicine, Mac 
Millan & Co., London, 1897, vol. 4, p. 162. 


(34) 


“The diagnosis of Banti’s disease can 
never be made except by prolonged observa- 
tion of the case, or a very good history of the 
case, for it involves the following elements: 
(1) enlargement of the spleen and anemia. 
(2) later the development of a cirrhotic 
condition of the liver with ascites. We almost 
never do have that. We may find the spleen 
and the liver at the same time, but then we 
do not know that the spleen came first. 
Banti’s disease has to have splenic en- 
largement and anemia first, and gradual 
development of cirrhosis and ascites.” — 
RICHARD CABOT, Case 6291, 1920. 


(35) 


“Remission of symptoms is unfortunately 
a common occurrence in many acute ab- 
dominal disorders, but perhaps in none is it 
so marked and dangerous as in extravasation 
of bile. Omental adhesions form, and for a 
time easily stop the progress of the bile which 
is under low pressure.”—Z. COPE, Clin. Re- 
searches in Acute Abdom. Diseases, Oxford 
Univ. Press, New York, p. 154. 


(36) 


“Diabetes resembles tabes dorsalis in 
three points: loss of knee jerk, perforating 
ulcer of the foot, darting pains in the legs.” 


(S. Gee). — J. A. LINDSAY, Med. Axioms, 
Aphorisms & Clin. Memoranda, H. Lewis & 
Co., London, 1923, p. 173. 


(37) 


“T am sure any patient with jaundice can 
have from time to time positive guiacs in 
the stool.”—-TRACY MALLORY, New England 
J. Med., 218: 1074, 1938. 


(38) 


“In the aged, symptoms of biliary colic 
are often masked, being often merely a heavy 
feeling in the region of the liver, some 
sickness, slight jaundice, delirium and ce- 
rebral symptoms.” — J. CHARCOT, Clinical 
Lectures on senile & Chronic Diseases, New 
Sydenham Soc. London, 1881, p. 36. 


(39) 


“Tn all cases of abdominal pain, never fail 
to examine the lungs and gums. The onset of 
pneumonia or pleurisy frequently closely 
simulates appendicitis; lead colic may si- 
mulate almost any painful abdominal con- 
dition.” — W. BRICKNER AND E. MOSCHCO- 
WITZ Surgical Suggestions, Surgery Pub. Co., 
N. Y., 1906, p. 15. 


(40) 


“The presence of marked tenesmus points 
almost certainly to inflammation of the 
rectum.” — RICHARD CABOT (Source un- 
certain). 


(41) 


“Left-sided chest signs in a patient who 
presents symptoms of intestinal obstruction 
strongly suggest diaphragmatic hernia.”— 
O. H. PERRY PEPPER, Medical Lectures, 1923. 


(42) 


“X-ray evidence of acute intestinal ob- 
struction in the small bowel is seen within 
three of four hours of the onset of ob- 
struction, rarely before.” — J. BUCKSTEIN, 
Post Graduate Lectures, Bellevue Hospital, 
1939. 
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(43) 


“Once in a great while caustics may so 
deform the esophagus or stomach that one 
cannot tell the change from carcinoma except 
by history.”—J. BUCKSTEIN, loc. cit. 


(44) 


“Practically speaking, the only one 
qualified to make a diagnosis of ‘hypertrophic 
gastritis’ is the gastroscopist.”—J. BucKS- 
TEIN, loc. cit. 


(45) 


“Segmentation of the appendix (by X-ray) 
is good evidence of its integrity.”” — J. BucK- 
STEIN, loc. cit. 


(46) 


“One of every nine patients with cancer 
of the stomach is less than forty-five years 
of age.”—-WALTER ALVAREZ, Collected Papers 
of the Mayo Clinic, W. B. Saunders Co., 
Phil. 1932, p. 50. 


(47) 


“The symptoms of ulcer can be faithfully 
mimicked by a diseased gall bladder, even 
to hemorrhage.” — GEORGE EUSTERMAN, Col- 
lected Papers of the Mayo Clinic, W. B. 
Saunders Co., Phil., 1932, p. 38. 


(48) 


“The presence of some degree of hepatitis 
is commonly noted during operations on the 
gall bladder, and I think it probable that it 
produces symptoms, and that in some cases 
it accounts for the post operative persistence 
of a clinical picture that resembles that of 
cholecystitis. It has always seemed to me 
that when a surgeon removes a diseased gall 
bladder he must often leave behind in the 
liver much of the disease he has been trying 
to cure. For this reason, the wonder to me 
is not that he sometimes fails to relieve 
symptoms, but that he so often succeeds in 
doing so.”” — WALTER ALVAREZ, Collected 
Papers of the Mayo Clinic, W. B. Saunders 
Co., Phil., 1932, p. 109. 


(49) 


“Patients and physicians often ask me 
for my diet for gall bladder disease and I 
have to admit that I haven’t one. I don’t 
know what it should consist of. Physicians 
commonly tell the patient to avoid fats, but 
when all the bile is reaching the duodenum 
it is hard to see why fats shouldn’t be di- 
gested. Actually, they often are digested 
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perfectly by these patients.”” — WALTER AL- 
VAREZ, Collected Papers of the Mayo Clinic, 
W. B. Saunders Co., Phil., 1939, p. 187. 


(50) 


“It would seem also that the physician 
should be slow to alarm patients over the fact 
that they have gastric anacidity. He should 
remember that this peculiarity can be found 
in one of four apparently normal persons 
aged sixty years.”” — WALTER ALVAREZ, Co- 
llected Papers of the Mayo Clinic, W. B. 
Saunders, Co., Phil., 1933, p. 7. 


(51) 


“In women, carcinoma of the esophagus 
is apt to run a long course and occur at an 
early age with prolonged so-called pre- 
cancerous symptoms.”—EDWARD BENEDICT, 
New England J. Med., 220: 1086, 1939. 


(52) 


“The Jewish race is particularly prone 
to the development of the disease carcinoma 
of the esophagus.” — PORTER VINSON, Co- 
llected Papers of the Mayo Clinic, W. B. 
Saunders Co., Phil., 1934, p. 12. 


(53) 


“A peculiar clicking or crackling sound 
while the patient is speaking or eating is 
characteristic of the condition (pharyngo- 
esophageal diverticulum) and is usually 
present.”—-H. MOERSCH AND E. STARR JUDD, 
Collected Papers of the Mayo Clinic, W. B. 
Saunders Co., Phil., 1934, p. 7. 


(54) 


“Some day some wag will write a history 
of diet fads of our generation. I do not know 
anything in medicine that seems so faddish 
and foolish as our remarks on diet, the diet 
in nephritis, the diet of gastric ulcer, the diet 
of rheumatism, etc. It does not makes us 
proud of our profession.”—RICHARD CABOT, 
Case Records, M. G. H. June 5, 1923. 


(55) 


“The occurrence of hiccups postoperatively 
is always disquieting as suggesting either 
peritonitis or renal insufficiency.”” — HUGH 
CABOTT, Case Records, M. G. H. Jan. 2, 1923. 


(56) 


“Dullness in the region of the spleen can 
be produced by so many other things that 
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we no longer pay any attention to it unless 
we feel the edge of the organ.” — RICHARD 
CaABOT, Case Records, M. G. H., Feb. 6, 1923. 


(57) 


“We have got tired of looking for leucin 
and tyrosin crystals in the urine in acute 
yellow atrophy. We generally do not find 
them. That is a classical sign always given 
in textbooks, but it has not turned out to be 
of any particular use in the diagnosis of any 
case that I remember.’”’ — RICHARD CABOT, 
Case Records, M. G. H., June 23, 1923. 


(58) 


“One should not forget that mucous colitis 
may be the precursor of carcinoma of the 
colon.”——-FERDINAND JORDAN (personal com- 
munication). 


(59) 


“50% of all cancers of the colon are within 
reach of the index finger and 75% within 
reach of the proctoscope.” — FERDINAND 
JORDAN (p. ¢.). 


(60) 
“Spider-web angiomata are consistent 
with intra-hepatic disturbance — nothing 


more.”—J. TALBOTT, New England J. Med., 
220: 925, 1939. 


(61) 
“Suspect Meckel’s diverticulum in a 


patient with abdominal pain and deformed 
umbilicus.” — FERDINAND JORDAN (p. c.). 


(62) 


“The most common operation for peptic 
ulcer is appendectomy.”—FERDINAND JORDAN 
(p. ¢.). 

(63) 

“All patients with jaundice lose weight 
and the weight loss may be excessive. It is 
important to remember that the amount of 
weight loss is of no significance in defferen- 
tial diagnosis.”—-FERDINAND JORDAN (p. c.). 


(64) 


“Epigastric pain occurring only at night 
or on lying down suggests the presence of 
esophageal hiatus hernia.” — FERDINAND 
JORDAN (p. c.). 


(65) 


“It is important to remember that gastric 
carcinoma may be discovered in spite of (1) 
presence of hydrochloric acid, (2) presence 
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of Boas-Oppler bacilli, (3) no weight loss, 
(4) little or no pain, (5) relief by Sippy 
diet.”” —- FERDINAND JORDAN (p. c.). 


(66) 


“I wonder how often a surgically removed 
gall bladder ought to be spoken of not as 
‘strawberry’ but raspberry’.” —- FERDINAND 
JORDAN (p. ¢.). © 


(67) 


“When the left kidney is found displaced 
by a mass in the left flank or abdomen, the 
mass will usually prove to be extra-peritoneal. 
Enlargement of the spleen even when massive 
almost never disturbs the position of the 
left kidney.” — P. SHAMBAUGH, Radiology, 
Mar. 1936, p. 335. 


(68) 


“You find amoebae in scrapings from 
linings of a liver abscess, not in the thick 
pus you aspirate.” — STUART HARRIGTON, 
Arch. Surg. 21: 1146, 1930. 


(69) 


“Primarily, cholecystography is a test of 
the functional integrity of the gall bladder, 
of its ability to receive and to concentrate 
bile—Absence of any shadow of dye indicates 
rather definitely that the function of the gall 
bladder to receive and concentrate bile is 
markedly impaired and empirically warrants 
the inference that the cause of impairment is 
disease of the biliary tract, particularly of 
the gall bladder or its ducts; and that infer- 
ence will rarely fail to be sustained at oper- 
ation.” — B. R. KIRKLIN, M. Clin. North 
America, Aug. 1939, p. 913. 





Want a Tax Deduction 


(Continued From Page 83) 


taxation annually would be $1290 each for 
doctors; $860 each for lawyers, and $756 
each for dentists. It is probable that lesser 
amounts would be invested on the average 
but if the full 10 per cent were used it would 
cost the government only about $550,000,000 
annually in tax exemptions. 


The bills mentioned above have been re- 
ferred to the House Committee on Ways and 
Means. It would be to your interest to write 
its Chairman, Congressman Daniel A. Reed 
(R.) New York, to your own congressmen 
and senators, and to Senator Eugene D. Mil- 
liken (R.) Colorado, Chairman of the Senate 
Committee on Finance. You might get that 
easy chair at the age of 65 or 70 if you try. 
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POLIOMYELITIS* 


By Captain Warren E. Coggeshall, M. C., 
William Beaumount Army Hospital, El Paso 


For several years a viral type organism 
has been suspected as the cause of poliomye- 
litis. However, this was not definitely proven 
until around 1951,” when a committee from 
the National Foundation was able to isolate 
three major types of virus. These were 
named as follows: 


BRUNHILDE TYPE I 
LANSING TYPE II 
LEON TYPE Ill 


The virus was isolated through the aid of 
tissue cultures which had not been perfected 
prior to that time.) Initially these tis- 
sue cultures consisted of embryonic tissue 
and later adult human tissue. It was found 
that the virus could be propagated from one 
culture to another with attenuation of the 
virus, whereas before this time it was neces- 
sary to maintain the virus in living hosts. 
Most investigators have accepted the viral 
etiology of poliomyelitis. However, recent 
literature contains articles which incriminate 
other factors. 


CLASSIFICATION OF POLIOMYELITIS 


There are several classifications for polio- 
myelitis which are basically identical. The 
following classification was taken from The 
Journal of Physical Medicine, August 1951, 
and contains a numerical breakdown of cases 
admitted to William Beaumont Army Hospi- 
tal during the last year. 


I. Abortive 0 

II. Non Paralytic 14 

Ill. Encephalitic 0 
IV. Paralytic 

a. Spinal 28 

(Includes respiratory cases) 

b. Bulbar 5 

c. Bulbospinal 2 

d. Encephalospinal 2 

e. Encephalobulbospinal 4 





TOTAL 55 — 2 Deaths 


I. Abortive Type: The abortive type can- 
not be diagnosed clinically by any of our 
present day commonly used clinical or labo- 
ratory methods. It is a non-specific illness 
which precedes the typical signs and symp- 


*This discussion of poliomyelitis was presented at a William 
Beaumont Army Hospital combined staff conference and published 
in the monthly proceedings of that hospital, October, 1952. 

*This diagram, first published in the American Journal of 
Physical Medicine, page 218, August 1952, in an article DIAG- 
NOSIS OF POLIOMYELITIS by Winona G. Campbell, M. D., 
director of poliomyelitis teaching program and assistant professor 
of pediatrics, University of Colorado Medical School, Denver, is 
here reprinted by permission of Dr. Campbell. 


toms of poliomyelitis. This type is character- 
ized by fever, headache, sore throat, coryza 
and other non-specific symptoms. The true 
number of abortive cases can only be esti- 
mated. 

If. Nonparalytic Type: Nonparalytic polio 
is characterized by clinical and laboratory 
signs of central nervous system involvement 
without any evidence of paralysis. This group 
is not as large as has been foimerly thought. 
When patients are followed closely, often iso- 
lated group muscle paralysis is noted whereas 
the patient was formerly thought to have no 
paralysis. This stage is readily diagnosed by 
clinical and laboratory means. 


Ill. Encephalitic Type: The encephalitic 
type in pure form is rarely seen. Encephalitic 
polio is manifested by coma, extreme excita- 
bility, confusion, convulsions, and rarely 
transient spasticity along with pathological 
reflexes. This type is usually seen in con- 
junction with bulbar type poliomyelitis. 


IV. Paralytic Type: The paralytic type 
polio is characterized by different types of 
paralysis originating from different anterior 
horn cell groups. The spinal type has para- 
lysis or weakness occurring in any somatic 
muscle innervated by motor nerves originat- 
ing in spinal cord including respiratory para- 
lysis. Bulbar paralysis results from involve- 
ment of cranial nerves in addition to higher 
centers of respiration and circulation. Vari- 
ous combinations of the paralytic group are 
frequent. The association of encephalitic type 
symptoms with these combinations is also 
quite frequent. 


CLINICAL COURSE 
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The clinical course of the disease can be 
divided into three clinical stages. 


I. Systemic Stage: The systemic stage cor- 
responds to abortive poliomyelitis if no pro- 
gression occurs. It may occur as the initial 
part of diphasic hump in the illness as noted 
in the graphic representation, or there may 
be a continuous flow of the systemic stage 
into the meningitic or pre-paralytic stage. 
The systemic stage cannot be accurately diag- 
nosed by available laboratory means and is 
very non-specific in nature. There is no asso- 
ciated change in spinal fluid. Whenever a 
non-specific type illness occurs during a polio 
outbreak it should be watched very closely. 
It is of diagnostic aid when a patient is seen 
with early signs of central nervous system 
involvement and who has had a non-specific 
illness four to seven days previously, with 
oftentimes an intervening asymptomatic 
period. Through investigative work, it has 
been found that, although there are no central 
nervous system signs or findings in this 
stage, the virus has already invaded the 
central nervous system. It has been estimated 
that one out of every five patients with 
systemic poliomyelitis progresses to develop 
symptoms indicative of central nervous sys- 
tem involvement. 


It has been found that in children who 
reveal this diphasic curve in the course of 
their poliomyelitis, 50 per cent have some 
type of stress in the asymptomatic interval 
following the systemic symptoms. This stress 
is usually in the form of excessive tiring as 
the child begins to feel well following the 
systemic stage. This has led most authorities 
to recommend that the patient be kept quiet 
for several days following any non-specific 
febrile illness encountered during a polio- 
myelitis outbreak. It is felt that progression 
on to the pre-paralytic stage is often aborted. 


II. Meningitic, Pre-Paralytic or Non-Para- 
lytic Stage: This stage is the first in which 
the clinical diagnosis of poliomyelitis can be 
established through positive findings in the 
spinal fluid and positive findings of central 
nervous system involvement. Headache is a 
very common and important subjective com- 
plaint in this stage. This is not a common 
complaint in children. In non-specific type 
illnesses, however, it is common for them to 
complain vigorously and frequently of severe 
headache during this stage of poliomyelitis. 
There is associated fever, anorexia, sore 
throat, stiffness and pain in the neck and 
back. There is often hyperesthesia of the skin 
and muscle fasciculation along with marked 
lassitude and irritability. Examination re- 
veals the patient unable to place chin on the 
chest, and the patient has marked discomfort 
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and limitation upon attempting to touch fin- 
ger tips to toes. The muscles often feel full 
and tight. The skin may be flushed and 
show evidence of vasomotor instability mani- 
fest by mottling and often excessive sweat- 
ing. This stage lasts for two or three days 
and results in nonparalytic poliomyelitis if 
there is no further progression. At this time, 
if the temperature returns to normal, appre- 
ciable paralysis is’ unlikely. However, if the 
meningeal stage is prolonged and the tem- 
perature shows no sign of abating, the dis- 
ease is quite likely to progress and result 
in paralysis. 

Ill. Paralytic Stage: The paralytic stage 
is characterized by paralysis or definite mus- 
cular weakness. As stated before it is un- 
likely that paralysis will develop if the tem- 
perature has returned to normal during the 
pre-paralysis . stage, 

The paralytic stage can often times be 
anticipated when the hyperreflexia of the 
meningeal stage changes to hyporeflexia, 
which in turn is usually followed by weakness 
or paralysis. This may occur in two or three 
hours. The patients who had muscle fascicu- 
lation in the previous stage also seem more 
prone to develop paralysis. 

Spinal paralysis does not constitute a seri- 
ous therapeutic problem during the acute 
stage of the illness unless there is respiratory 
involvement. It is well to pay close attention 
to the deltoid muscles, as respiratory para- 
lysis is often heralded by paralysis of the 
deltoids. Hot packs are indicated if there is 
marked spasm and muscular pain from the 
peripheral involvement. However, the indi- 
cation should be definite in that hot packs 
are very tiring and dehydrating, particularly 
in this dry climate. 

Respiratory paralysis is included under 
spinal type paralysis mainly because of the 
innervation of the intercostal muscles and 
phrenic nerve. Respiratory paralysis may 
develop in a matter of hours in a patient who 
has poliomyelitis, and this constitutes an ex- 
tremely serious situation. Patients who are 
severely ill during the meningeal or pre- 
paralytic stage must be observed closely for 
respiratory paralysis. The signs and symp- 
toms of respiratory insufficiency are quite 
difficult to evaluate in a patient who is toxic 
and extremely ill as is usually the case. There 
are no hard and fast rules which can be dog- 
matically stated, and oftentimes a trial in 
the resipartor is needed before the problem 
can be resolved. 


EARLY SIGNS 


_ The early signs of anoxia are those of a 
slight but progressive increase in the pulse 
rate and the respirations followed by in- 
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creased restlessness, anxiety and sleepless- : 


ness. Sleeplessness is a very important symp- 
tom which was quite common in our patients 
who were developing respiratory insufficien- 
cy. The patient’s respiratory rate and pulse 
rate should be recorded at least every half 
hour during the acute meningeal stage. If 
the record reveals mild but persistent increase 
in both rates, respiratory insufficiency or 
partial pharangeal obstruction is likely. The 
later stages of respiratory insufficiency are 
dilatation of the nares, the obvious use of 
accessory muscles with the retraction of the 
substernal notch and inability or refusal to 
talk. The counting test is quite useful in 
that normally a patient can count well above 
fifteen without difficulty. However, patients 
with respiratory insufficiency oftentimes 
can count no higher than three to five with- 
out taking another breath. The terminal signs 
are cyanosis, collapse and coma, oftentimes 
issociated with a shock-like condition. Aus- 
cultation of the lung bases is often helpful 
in judging respiratory excursions and listen- 
ing over the nares will give a gross estimate 
of respiratory exchange. When a patient de- 
velops cyanosis it is obvious that he should 
have been in the respirator long before the 
cyanosis developed. 


THERAPEUTIC TRIAL 


When there has been considerable doubt 
concerning respiratory paralysis we have 
found it helpful to place the patient in the 
respirator as a therapeutic trial. If the pa- 
tient has adequate respiratory ability he will 
usually be unable to tolerate the respirator 
comfortably. If the patient immediately drops 
off to sleep and has no difficulty accommo- 
dating to the respirator, it is obvious that his 
respiratory function was impaired to a con- 
siderable degree. The patient can be allowed 
to remain in the respirator for several hours, 
still observing the pulse and respiration, 
which will often show a return toward nor- 
mal. The patient should be taken out at 
intervals to be observed and allowed to con- 
tinue on his own if able. It is felt by most 
that it is also harmful to place patients in 
respirators without adequate reason in that 
the respirator affords only a gross mechani- 
cal type respiration, and is adapted to the 
patient’s needs by very inaccurate measures. 
In our series of 55 cases there were only a 
few patients who required prolonged and con- 
tinuous respirator treatment. Several were 
treated on the intermittent basis of four to 
six hours in the respirator with varying 
periods of being out of the respirator between 
the four to six hour intervals. 


Bulbar paralysis includes involvement of 
any one, any group or all of the cranial nerves. 
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The -most serious involvement is that of the 
ninth, tenth and eleventh cranial nerves which 
results in paralysis of the soft palate, pharyn- 
geal constrictors, and vocal chord paralysis 
which in turn results in nasal speech, regur- 
gitation, dysphagia, cooling of secretions, 
hoarseness, and obstruction. Involvement of 
the other cranial nerves is common. How- 
ever, the seriousness is not great. Any patient 
who develops regurgitation or evidence of 
vocal chord paralysis or any signs of obstruc- 
tion needs constant attention. 

Following paralysis of the ninth, tenth, 
and eleventh nerves, the seventh cranial nerve 
is next most commonly involved. Cranial 
nerves, three, four and six are involved less 
frequently and twelve and five rarely. The 
bulbar type paralysis is thought to include 
the medullary centers of respiration and cir- 
culation. There is considerable controversy 
about the disease affecting these centers. 
Respiratory center involvement is character- 
ized by irregular shallow respirations with 
periods of apnea, tachycardia and hyperten- 
sion. Circulatory'center involvement is char- 
acterized by collapse, marked tachycardia, 
fall in blood pressure, cyanosis and pulmonary 
edema. Some authors do not accept these pos- 
tulations and have advocated myocardial “® 
failure as the cause of death in those who 
die from circulatory collapse. It has been re- 
ported as high as 14 per cent of patients 
coming to post. 

As stated before, there are usually encepha- 
litic symptoms accompanying most forms of 
oo poliomyelitis if the patient is severly 
ill. 


TREATMENT OF POLIOMYELITIS 


Some of the indications for the respirator 
have been discussed along with the early 
signs of anoxia. The indications for a trache- 
otomy constitute a very controversial point. 
Many groups have reported the treatment of 
large series of poliomyelitis with the infre- 
quent use of tracheotomy. Other groups ad- 
vocate prophylactic tracheotomy. We have 
used the procedure of tracheotomy liberally 
during the past poliomyelitis season. Initial- 
ly, two patients who had severe respiratory 
paralysis with moderate bulbar symptoms 
were treated conservatively in that they were 
placed in a respirator and the bulbar symp- 
toms were controlled with elevation of the 
foot of the respirator, mild dehydration and 
frequent aspiration. However, both of these 
patients later required tracheotomies because 
of continued episodes of obstruction and evi- 
dence of poor ventilation. One patient who 
had only respiratory paralysis and seemed to 
be progressing fairly well in the respirator 
later had a tracheotomy; and following the 
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tracheotomy, the patient’s condition marked- 
ly improved and it was found that he had 
complete amnesia during the time he was in 
the respirator prior to tracheotomy. This 
was undoubtedly on the basis of unrecog- 
nized anoxia. 


TRACHEOTOMY 


As a general rule with certain individual 
variations the following indications were 
used for tracheotomy at this hospital. Any 
patient who revealed more than mild involve- 
ment of cranial nerves nine, ten and eleven 
was subjected to tracheotomy for the follow- 
ing reasons: 

Any patient who has involvement of these 
nerves requires constant attention to prevent 
obstruction. There is always a possibility that 
the obstruction cannot be relieved by the per- 
sonnel present, and the patient will expire 
before expert attention can be obtained. 
When the patient is treated conservatively 
there is always a possibility that a trache- 
otomy will have to be carried out under 
grossly unfavorable conditions as an emer- 
gency procedure. 

The cardinal rule in treating pharyngeal 
paralysis is to maintain an open airway. This 
can be accomplished with less trouble and 
with less work required of the personnel by 
means of a tracheotomy. A tracheotomy per- 
formed by confident personnel is a benign 
procedure which leaves very little deformity. 
It will be a rare patient that is incapacitated 
by residuals of a tracheotomy. However, we 
have felt that several patients were saved 
because they did have an early tracheotomy. 
In addition, any patient who has bulbar 
symptoms and also early signs of respiratory 
insufficiency should also have an early trache- 
otomy. This is stressed to avoid pharyngeal 
aspiration when the patient is placed in a 
respirator. 


ADDITIONAL AIDS 


There are additional aids in the treatment 
of poliomyelitis. We use oxygen freely in 
the early stages while observing the patient. 
Aspirin, both parenterally and orally, was 
given liberally for high temperature. Anti- 
biotics were given in all bulbar and respira- 
tory cases to prevent secondary pulmonary 
infection. Sedatives were used cautiously in 
the preparalytic stage and never in the face 
of impending respiratory insufficiency. How- 
ever, sedation in small doses, if necessary, 
was given to patients who were in the respi- 
rator. Amigen and whole blood were used in 
the severely ill cases in view of the fact that 
experimentally these patients have been 
shown to lose a large amount of serum pro- 
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, tein.’ Bulbar cases were fed intravenously 
and by clysis during the acute stage. Our 
best results were obtained with clysis; and 
we felt it was less likely to overload the 
circulatory system and produce pulmonary 
edema. Initially oral tube feeding was at- 
tempted. However, this is not satisfactory as 
there is marked stasis in the alimentary canal 
during the acute stages of poliomyelitis, and 
patients will vomit material given 48 to 72 
hours before. Hyaluronidase was added to 
the clysis which facilitated absorption. Potas- 
sium was given to the severely ill patients to 
compensate for any potassium loss which 
experimentally has been shown to be large. 


HORMONES 


One patient who was critically ill and 
had a temperature of 106 and a pulse rate of 
approximately 200, was treated with corti- 
sone. It was felt that cortisone might lessen 
the toxicity of the febrile response and give 
the patient a better chance for recovery. This 
patient made a gradual recovery which did 
not seem to be related to the cortisone. There 
are reports®”@D(2) jn the literature which 
indicate that cortisone and ACTH used in 
experimental animals will shorten the incu- 
bation period, will increase the severity of 
symptoms, will reduce the mean survival rate 
and increase the mortality rate. It was found 
that the larger the dose of the hormone given 
the smaller the amount of virus needed to in- 
fect the animal, and that the drugs appeared 
to convert mild paralysis into severe para- 
lysis. It is thought that the high incidence of 
poliomyelitis in pregnancy is explained on the 
basis of increased adrenocortical hormones. 


DIGITALIS 


Digitalis was given intravenously to one 
patient, who was severely ill, who revealed 
signs of peripheral shock, and who later 
recovered. There is considerable controversy 
as to whether the extreme tachycardia, low 
blood pressure and collapse seen in some pa- 
tients is due to involvement of the higher cir- 
culatory center or myocarditis. Myocarditis 
has been proven in several such cases. How- 
ever, it would seem that the higher centers 
at times are at fault in that these symptoms 
of collapse are sometimes seen in patients 
who have only encephalytic symptoms with 
no bulbar or respiratory paralysis, nor any 
evidence of myocarditis. 


Sodium was restricted to prevent pulmo- 
nary edema in all cases who were in respi- 
rators. Furmethide is excellent for urinary 
retention. Wagensteen suction was used fre- 
quently for gastric dilatation, which was 
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often a source of respiratory embarassment. 
Gamma globulin was given to some of the 
severely ill patients on admission. 


DIFFERENTIAL DIAGNOSIS 


Following paralysis the diagnosis in polio- 
myelitis is not difficult. Patients seen in the 
preparalytic or meningeal stage sometimes 
present a diagnostic problem. The spinal 
fluid is of prime importance and can vary 
from 10 cells to 2000 cells. Early the cells 
are polymorphonuclear cells which are re- 
placed by lymphocytes within a few days. 
Many authors report poliomyelitis with a 
negative spinal fluid which in our experience 
is an extremely rare finding. 

Infectious polyneuronitis usually shows 
sensory. changes’ with a negative spinal fluid 
and lack of meningeal irritation. Peripheral 
neuritis may cause paralysis but the pro- 
dromal illness is usually absent in addition to 
a negative spinal fluid except for elevated 
protein. Also there are sensory changes pres- 
ent. The patient should be inspected closely 
for ticks as tick paralysis will mimic polio. 
Viral encephalitis is difficult to differentiate 
from poliomyelitis. However, the flaccid 
paralysis is uncommon and the illness is more 
prolonged. Mumps meningoencephalitis can 
simulate poliomyelitis. However, the history 
of mumps is helpful. Lymphocytic choriomen- 
ingitis can give a similar picture, but is a 
rare disease. Meningitis due to various types 
of bacteria must be ruled out by increased 
cell counts, low spinal fluid sugar and find- 
ing the organism in direct smear and culture. 


RECENT ADVANCES IN 
POLIOMYELITIS 


Recently gamma globulin has received wide 
publication in the prevention of poliomyelitis. 
This arises from the fact that in experimental 
animals they have been able to prevent the 
viremia following innoculation of experimen- 
tal animals. Paralysis which could routinely 
be produced by innoculation of experimental 
animals could be reduced or aborted if these 
animals were given gamma globulin prior to 
innoculation. Gamma globulin does not seem 
to alter the course of the disease if given 
after the onset of symptoms. At the present 
time there are large groups being studied to 
see if gamma globulin offers passive protec- 
tion and for what period of time. 


It appears that immunization”® may not 
be too far in the future, in that high anti- 
body levels can be produced in the experi- 
mental animal when an emulsion of polio 
virus in addition to paraffin oil and other 
Mycobacterium is injected. The dead virus 
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will also produce increased antibody levels 
in the experimental animal when this virus 
is placed in the right suspension. Oral vac- 
cination has been attempted in humans with 
an appreciable antibody response and failure 
to find virus in the stool after oral re-innocu- 
lation. At the present time a complement 
05) fixation test is being studied for polio- 
myelitis which is not yet in clinical use. If 
this complement fixation test is successful it 
will offer an early laboratory test for the 
diagnosis of poliomyelitis. Viremia in hu- 
mans apparently occurs in the incubation 
period, when symptoms are absent, which 
explains why much difficulty had been en- 
countered in isolating the virus from the 
blood stream. 
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The American Congress 


The 31st annual scientific and clinical 
session of the American Congress of Physical 
Medicine and Rehabilitation will be held on 
August 31, September 1, 2, 3 and 4, 1953 
inclusive, at the Palmer House, Chicago, III. 


Full information may be obtained by 
writing to the executive offices, American 
Congress of Physical Medicine and Rehabili- 
tation, 30 North Michigan Avenue, Chicago 
2, Illinois. 
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OUR JOB IN 1953 


An Address Delivered by Dr. T. C. Terrell, President of The Texas Medical 
Association, before the Annual Meeting of the Texas District 
in El Paso in February. 


One Medical Association 


Not long ago I heard a report that the 
outgoing administration still contends that 
we in this nation have nothing to fear but 
fear. Perhaps that is true, but I want to 
paraphrase it in terms of the medical pro- 
fession. I think we have mainly to fear a 
developing sense of complacency. 

I have heard several doctors remark that 
it looks like our job is substantially over — 
that we have won our fight — that we can 
now take it a little easier. 

This is highly dangerous reasoning and 
I hope I can prove its danger to you now. 

Recently, I had the privilege of hearing 
Dr. Frank Wilson, director of our Washing- 
ton office, discuss what is in the wind for 
the coming year up there, and I would like 
to tell you about it. I would also like to tell 
you a little about what the American Medi- 
cal Association and your own state associa- 
tion is trying to do this year to consolidate 
its lines and its recent gains in respect to 
our relations with the public. 


THE WASHINGTON SCENE 


First, let’s take a look at the Washington 
scene. 

Our people anticipate several important 
legislative matters to be introduced during 
the year. They include some type doctor 
draft law extension, and a continuing strug- 
gle over the medical aspects in the social 
security program. We are going to hear more 
about the inherent dangers in the long-range 
plans of the International Labor Organiza- 
tion — ILO. Very likely we will hear more 
about a national department of health and 
we will be interested in legislation providing 
for retirement plans and deductions from 
income tax for the self-employed. Doubtless 
we will see action attempted toward the pas- 
sage of non-service connected medical care 
for dependents of veterans as well as addi- 
tional efforts along the federal aid to medical 
education front. 

Reviewing these briefly and one at a time 
with you, the doctor draft law this year prob- 
ably will present our profession with an acute 
legislative issue. The question that likely will 
arise is whether the law will be extended 
again; and, if so, what changes should be 
made. We are likely going to raise the ques- 
tions as to whether military doctors are 


spending too much of their time on military 
dependents and civilians who might obtain 
medical care privately. 

The military planners claim they need a 
doctor draft law or some similar compulsory 
machinery to meet requirements. At the 
present, AMA representatives are meeting 
with military officers in an attempt to get 
answers to some of the questions on this 
front. As a result, AMA position has not 
yet been stated but you may be sure that we 
are going to hear much this year about the 
draft law. It will expire July 1. 

Now, a word about the permanent and total 
disability clause in social] security amend- 
ments enacted last year. 


CONGRESS PRESSURED 


You doubtless recall that for several years 
Congress has been pressured repeatedly to 
add some form of disability insurance bene- 
fits to its social security program. Sugges- 
tions have been made repeatedly to install 
waiver of old age and survivors insurance 
premiums for disabled workers and money 
payments out right to those totally and per- 
manently disabled. This was the center of 
controversy last year. 

The whole danger, as we see it, is that this 
very section simply provides an easy back 
door to complete socialization of medicine. 
Frankly, that’s just what our opponents have 
in mind. You will recall that last year this 
measure passed the house even though on 
the first vote they opposed it. In the Senate, 
after a long battle, this controversial section 
was eliminated. Finally, in conference com- 
mittee, an unusual agreement was reached. 
A disability section was written into the bill 
and became law. However, that section ex- 
pires June 30, 1953, and the law itself stipu- 
lated that claimants could not make applica- 
tions for benefits until July 1. Therefore, 
the section would become inoperative the day 
prior to its actual effectiveness. 

Now, we must realize that as things stand 
now, it cannot become law. And yet, on the 
other hand, our opponents have gained a 
definite advantage to claim that Congress 
is on record in favor of the intent of the 
legislation and therefore there is no reason 
why enacting legislation extending the law 
cannot be passed prior to expiration of this 
clause on June 30. You may be sure there 
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will be detailed and long hearings ahead of 
us and that you will hear a great deal more 
about the subject. 


THIRD MATTER 


A third matter that concerns us consid- 
erably is the question of achieving socialized 
medicine through the International Labor 
Organization. This organization, a facet of 
he United Nations, given treaty-making 
powers, is heavily stacked in favor of labor 
ind heavily stacked against free enterprise. 
Now, the simple fact today is that treaties 
nacted by this country and accepted by the 
Senate — keep in mind that only the Senate 
must approve a treaty — supersede and take 
precedence over our own Constitution. Here, 
then is an excellent route open to those who 
would produce a socialistic state of affairs 
in our nation by means of some type of treaty 
ratified by other nations and by ourselves as 
well. This is what is being attempted by the 
{International Labor Organization which I 
mentioned a moment ago. This ILO group, 
to which we have sent a representative of 
government, a representative of manage- 
ment, and a representative of labor, and 
which consistently works against free enter- 
prise (I’ll leave you to guess which two are 
voting together) has proposed setting up 
minimum standards of social security, in- 
cluding national health insurance, through 
the avenue of a convention which has the 
same force as a treaty. And let me say that 
the minimum standards here proposed are 
much more far-reaching than the very bill 
we have fought these many years. 

You can see then that should this ILO 
treaty as drafted now be ratified by the 
Senate along with all the other nations which 
are considering it jointly with us, our efforts 
to fend off national legislation would have 
been pretty much in vain, and we would be 
presented with the accomplished fact of so- 
cialized medicine through the back-door 
route. 

What we will hear from this in the cur- 
rent session is likely to be action on the so- 
called Bricker Resolution, a very scholarly 
document, which probes deeply into all the 
implications of treaty-making powers by 
various groups not responsible directly to 
the people of this country. This resolution is 
aimed straight at the ILO and will prohibit 
U.S. participation in any international agree- 
ment which would abridge the rights of 
American citizens or would supersede our 
own U. S. Constitution. 


RESOLUTION FAVORED 


I think it goes without saying that we 
would emphatically favor this resolution. I 
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think, further, that we should let our own 
senators know our position in this regard 
and I think too few of our medical men and 
women realize the issues involved in this 
whole new front of constitutional-legality 
off-brand treaties. 

Probably the fourth major piece of legis- 
lation which will concern us will be some 
type of bill to provide emergency maternity 
and infant care for dependents of military 
personnel. This whole matter came up last 
session of Congress, and extensive hearings 
were held before the Senate labor and public 
welfare committee. The AMA testified at 
length, pointing out that there is no economic 
need at this time for an EMIC program 
similar to that in World War II. Further, 
this program as proposed last year and likely 
again this year went even beyond World 
War II boundaries and opened the gate to 
medical treatment for all dependents of all 
veterans. You can easily see what a large 
slice of our population that would encompass. 

It is important for us to remember that 
the charge has been made by many physi- 
cians drafted under the doctor draft act that 
time is being spent caring for wives and 
children of service men. Last year, an EMIC 
bill was reported out by the full Senate com- 
mittee but never reached the floor for a vote. 
Doubtless, this year an attempt will be made 
to run through a similar bill and we should 
be alerted now to watch for its appearance 
and to oppose it as a wedge to take over our 
profession on the broad legislative front. 

I think we will see also this year some 
further action to force federal aid to medical 
education. Last year, the legislation was at- 
tempted, was rejected in the Senate, and 
never reached the house floor for a vote. 
Medical schools have frankly taken the posi- 
tion that they must find some help to meet 
the increased cost of medical education and 
to provide facilities for additional enroll- 
ment. The AMA has contended and doubtless 
will continue to contend that this type of aid 
obviously leads to control by the giver and 
that it can be sought only in the event that 
private and state support fails across the 
nation. Further, the association believes that 
federal assistance, if necessary, should be in 
the form of one-time construction grants for 
buildings and facilities similar to the Hill- 
Burton hospital program. 


OTHER POINTS 


A few other points we will likely face on 
the Washington front: There will be, no 
doubt, some discussion of the creation of a 
department of health with cabinet status. 
The AMA’s position on this matter is clear 
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and logical. We favor it, provided physicians 
are adequately represented on any federal 
board of hospitalization and that further the 
Veterans Administration be in no way shield- 
ed from any recommendations and regula- 
tions of such a board. There quite probably 
will be legislation designed to expand local 
public health units. Our position has been 
and should be in this case that we do not 
oppose proper public health function but 
rather support it. However, our objections 
to bills in the past have been the almost un- 
limited scope given to the activities of such 
units which as a practical matter actually 
allow them to practice medicine utilizing fed- 
eral funds. The Federal Security Adminis- 
tration has held out for a long time, insisting 
on the broadest possible definition of the 
function of public health units. . It is virtually 
certain that we will see more activity on 
this front in the year ahead. 

There is one last piece of legislation that 
should interest us though it is non-medical in 
nature. For many years, corporations have 
been allowed to establish pension funds for 
their employees out of tax-free money. Last 
year, a well coordinated movement was begun 
to have the same privilege afforded to the 
self-employed which would, of course, in- 
clude our profession. A limit of 10 per cent 
on income, or $7500, would be set on the 
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amount of such funds which could be set 
aside annually tax-free. The complete total 
could not exceed $150,000. Such funds.could 
not be withdrawn until death, retirement, or 
disability at which time tax would be paid 
on the money as received. This bill will come 
up again during the current year and has a 
good chance of passage and I believe, as a 
self-employed professional man, it is legisla- 
tion which we should support. 

Now, that, as I see it, is our national front 
legislatively-speaking for 1953. 





N. M. General Practitioners 
Schedule Heart Symposium 


The New Mexico Academy of General 
Practice will hold a symposium on CARDIO- 
VASCULAR DISEASE March 27th in Hotel 
Cortez in El Paso. 

The session is being held in El Paso be- 
cause of transportation facilities available to 
the distinguished speakers who will attend 
and who will deliver eight or nine 30 minute 
talks, according to Dr. William D. Sedgwick 
of Las Cruces, secretary of the New Mexico 
Academy. 

In addition to the scientific talks and dis- 
cussion there will be a round-table luncheon, 
an evening social hour and dinner and an 
after dinner speaker who will talk on a non- 
scientific subject. Wives are invited to the 
dinner and social hour. 

All physicians from West Texas, Arizona 
and northern Mexico are cordially invited to 
attend all sessions. 

For further details communication should 
be made with Dr. Sedgwick. The entire pro- 
gram is being underwritten by Lederle Labo- 
ratories as one of a series of such symposia 
for state chapters of the American Academy 
of General Practice. 





Clinical Notes From Medical 


Grand Rounds * 


The observation of “peculiar fits” should 
suggest these possible causes: symptomatic 
epilepsy (chiefly temporal automatisms), 
anxiety panics precipitated by hyperventila- 
tion, hysteric fugues, hypoglycemia in asso- 
ciation with pancreatic adenoma or in dia- 
betics taking insulin, syncope due to various 
causes, or cerebrovascular disease that af- 
fects the larger arteries, that is, the internal 
carotid, vertebral, and basilar arteries. 


*Reprinted by permission of The New England Medical Center. 
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